Simple Surgery for Axillary Hyperhidrosis (Two Cases) P C Weaver MD FRCS and P W M Copeman MRCP (Westminster Hospital, London S WI) Case 1 Mr E A, aged 42 History: Uncontrollable severe idiopathic axillary hyperhidrosis for three years. Operation (15.7.69) for simple excision of axillary skin with sweat glands. The results were very good and the patient was deeply grateful.
Case 2 L L, woman aged 18 History: Socially embarrassing uncontrollable idiopathic axillary hyperhidrosis for two years. Operation (5.2.70) for simple excision of axillary skin with sweat glands. The patient has since married and is delighted with the operation. Comment Twenty other patients have been treated successfully by the same technique.
Standard local and systemic treatment for axillary hyperhidrosis had failed in all patients. No endocrine abnormality was found. The technique for excision of axillary skin with sweat glands was described by Hurley & Shelley (1963) and has been used successfully in this country since then. Dr A W McKenzie of the Norfolk and Norwich Hospital has told us of his 12 patients.
Eighty per cent of axillary sweat glands are found in a small area of skin in the dome of the axilla. This region is mapped out with 10% iodine in starch powder, a procedure that must be carried out before the atropine premedication is given. In each axilla, the sweat gland bearing areas to be excised are marked with a skin pencil (Fig 1) .
General anmesthesia is used. The incision is placed transversely across the mid-axilla and not in the longitudinal axis. An ellipse of central axillary skin is excised down to and including part of the subcutaneous fat (Fig 2) . The Hurley-Shelley operation has been modified in that the skin edges are undercut by 1-1 5 cm to remove sweat glands that lie away from the skin incision. The elevated skin margins are curetted to remove the dependent sweat glands. Following haemostasis, the skin edges are sutured with vertical mattress stitches of fine silk or nylon. No drain is used but a pressure dressing is applied for the first twelve hours. Stitches are removed after eight days (Fig 3) .
We suggest that general anesthesia is used to permit careful hemostasis and accurate skin apposition. The patients are best admitted to hospital as day cases or overnight. We believe that axillary hyperhidrosis is best treated by local excision of axillary skin. Cervical sympathectomy is an unsatisfactory alternative because of its many known hazards; moreover one of its late disadvantages (Shelley & Florence 1960) is that sweating may be increased in other regions. Dr P W M Copeman: I have heard of two girls who died in the London area in 1969 following sympathectomy for axillary hyperhidrosis, a greater tragedy when one considers that the operation was performed merely for a socially embarrassing condition.
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Dr K Sanderson: At St George's Hospital Mr James
Gillespie has treated 25 cases of severe hyperhidrosis of the axille by simple excision since 1965. In the last 14 cases the distribution of the sweat orifices has been mapped and the sweat output in response to psychic stress has been measured before and after treatment (Gillespie J A & Kane S P, 1970, Brit. J. Derm. 83, 684) . After the distribution of sweat glands has been mapped, a 30 mm disc of skin and subcutaneous tissue is removed from the area of greatest sweat gland density; the edges are then undercut for 10 mm, enlarged to allow easy apposition, and closed after meticulous hemostasis. The patient is encouraged to move the arms normally after operation and is allowed home the next day. Of the 23 patients who have been followed up, 8 considered the results excellent, 11 reported substantial improvement and 4 thought there had been no benefit, or only marginal improvement. Only one patient had bromhidrosis and this was completely relieved.
Before 1965 Mr Gillespie had treated patients with cervical sympathectomy, an operation he still uses for palmar hyperhidrosis. We have no doubt that simple excision is a simpler, safer and more satisfactory way of treating the axilke.
Mr Weaver: The wedge of skin removed measures 4-5 cm by 2-3 cm. Care is taken to see that the skin edges will come together without tension with the arm fully extended. The final suture line lies in the transverse or oblique axis in the line of the skin creases. Further areas of sweating are treated by undercutting the skin edges by no more than 1-1 5 cm or by a small accessory wedge excision of skin. Of the 7 cases we have treated by axillary skin excision only one required a separate incision to treat an island of sweat glands 4 cm from the main operation site.
Skoog & Thyresson (Acta chir. scand. 1962, 124, 531) described a plastic surgical operation to remove sweat glands but no skin. I have found their operation less satisfactory as it involves undercutting a larger area of skin with a longer suture line (necessary to fold back flaps of axillary skin).
Mycobacterial Sporotrichoid M I Keir MA MRCPEd (Isle ofThanet District Hospital, Margate) Mr C I, aged 77 History: A small abscess developed on the pulp of the right index finger in January 1970. Poulticed and later incised by his GP, who prescribed courses of ampicillin, Septrin and oxytetracyclin. Multiple nodules then appeared on hand and arm.
